Around 1 in 10 children and young people worldwide have mental health difficulties that substantially affect their lives. Even in high income countries only a small minority of these people access specialist support, which has led to demands for more mental health specialists. 1 We support these calls but think that focusing exclusively on the need for more healthcare professionals is not enough. We need to move away from approaches led by professionals that focus on problems towards care that is person centred and focused on progress.
In England some specialist provision is available from the NHS-publicly funded, free at the point of access-but the focus is increasingly on schools as key locations for provision (as is the case in many other high income countries), and on developing resilience in the community (as is the focus in many low and middle income countries). We can learn from the situation in England (box 1) as well as emerging international examples (box 2).
In 2016, The BMJ launched a wider call for high integrity healthcare, which emphasises that more services do not guarantee more health, that clinical evidence alone should not determine treatment, and that healthcare is best delivered by including non-health professionals. 2 We consider these three challenges to conventional wisdom in terms of the way forward for provision of mental health services for children.
More services don't guarantee more health Treatment limitations
Recovery rates in rigorously controlled trials for the most treatable difficulties, such as panic disorders, indicate that 30% of participants have not recovered at the end of treatment. For more treatment resistant difficulties, such as anorexia nervosa, this figure is closer to 50%. 3 In UK and US studies of routine care in community, albeit based on flawed, uncertain, proximate, and sparse (FUPS) routinely collected data, 30% or fewer indicate no symptoms at the end of treatment and around half show reliable improvement in symptom scores. 4 Although the lack of positive outcomes in routine care may relate to the lack of appropriate use of evidence based treatment or sleeper effects, 5 it might also be due to the limits of current treatment approaches for the range of problems seen in routine services. 6 These low rates of positive outcomes may be seen as similar to those of chronic physical health conditions. For example, the recorded positive outcome rate of paediatric diabetes (based on control of HBA 1c to under a threshold of 7.5) was 23.5% in 2014-15. 7 However, the mental health field lacks the open discussion of treatment limitations. This may partly be because any discussion of treatment limitations is thought to threaten the limited funding that exists, but this mindset contributes to practitioners and patients feeling blamed for a lack of progress in treatment. 8 We need a greater focus from the outset on the outcomes that young people want, with discussion of the likelihood of achieving them, given the current state of knowledge. Patients and mental health professionals should plan what to do if these outcomes are not achieved and have honest conversations about ways forward if there is no improvement.
Box 1: Provision of mental health services for young people in England
Around a quarter of a million young people (up to age 24) and their parents or carers are seen in NHS specialist services for mental health across England each year. The numbers of young people accessing other forms of support are not available.
The most common difficulties for those accessing NHS services are family relationship difficulties, depression, and anxiety. Many have experienced abuse or trauma, and dedicated services exist for those in the care of the state, who are recognised to have particularly high levels of need and who may find it hard to engage with services. Most people who access services have more than one difficulty, and some are considered at high risk of harm from self or others.
For younger children, the focus is often on work with parents with or without the child present. Children, or their parents, are seen by one or more members of a multidisciplinary team, comprising psychiatrists, nurses, psychologists, therapists, or counsellors. They may be offered psychoeducation, talking therapies, behaviour change techniques, or medication. Treatment is mainly provided on an outpatient basis, with the majority of patients having fewer than six contacts and many being seen only once.
Mental health specialists are generally trained in face-to-face work, with little to no training in how to use emerging digital forms of support. Moreover, training puts greater emphasis on understanding the nature of the difficulties and how to engage people in therapy than on how to consider likely recovery rates or how to end therapy if substantial improvement isn't achieved and further improvement seems unlikely.
Despite the goodwill and hard work of all those dedicated to supporting child mental health, integration of education, health, and social care is lacking.
A former service user's view "Currently, children who use Child and Adolescent Mental Health Services (CAMHS) are often implicitly told that they are 'somebody else's problem.' GPs refer them to CAMHS. Schools don't provide any extra support, preferring to send them home when they are behaving differently from others. Youth clubs and other services are scared of them, the 'CAMHS kid' who might do something strange or dangerous at any minute. The world seems to expect that the child will go away to CAMHS, and come back fixed and ready to function normally. This is not fair on CAMHS or the child. Children recover in the same communities in which they got ill. Their environment may have contributed to their illness, or indeed changed because of it. Part of a child's recovery is transforming their environment into one that allows them to be well. Children cannot make this change on their own, thus support for the child in settings other than CAMHS is vital for recovery.
Support from other services builds the child's self esteem and encourages their return of normality. It allows the child to move from being 'somebody else's problem' to working with their family, wider community and environment towards a shared recovery."
Box 2: Emerging international approaches
Headspace (headspace.org.au) in Australia is a network of GPs, mental health workers, drug and alcohol services, and educational and vocational specialists that provides enhanced primary care for 12-25 year olds. This supports the principles of integrated working across sectors and support for self management at an early stage "Jigsaw" sites (jigsaw.ie) in Ireland are a collaboration between primary care and ReachOut.Com (ie.reachout.com), an online youth mental health organisation. This supports both integration of services and digital initiatives to enable ongoing support The Canadian ACCESS Open Minds network (cihr-irsc.gc.ca/e/49755.html) is a community driven approach that includes young people, family or carers, community organisations, service providers, researchers, policy makers, and decision makers. It provides help according to local needs and culture with a focus on engaging young people with emerging and established mental disorders
The Hussaini Foundation in Pakistan includes a pedagogical arm that provides training to parents, teachers and, more recently, staff at orphanages (hussainifoundation.org/education.php)
The World Awareness for Children in Trauma initiative (wacit.org) (led by PV) brings together models of best practice across some of the most economically disadvantaged communities in the world. Its objective is to develop a psychosocial service framework in the absence of specialist resources. It draws on existing strengths, such as community networks, schools and non-governmental providers, and adapts evidence based interventions to their sociocultural contexts provision of ineffective support in psychological therapies in general. 9 Initiatives such as Choosing Wisely (www. choosingwisely.co.uk) should be extended into child mental health. Practitioners may need to become more explicit about the need to monitor, including for harm, from the start of treatment. This idea is covered by the THRIVE framework, currently being trialled in England. The THRIVE framework is a way of conceptualising need among children, young people, and their families (table 1⇓) . Need is measured under five categories: thriving, getting advice, getting help, getting more help, and getting risk support. The model considers need as something that is "collaboratively agreed via a process of shared decision making" between the patient and the service provider rather than based on diagnosis or type of problem. 10 Many of those accessing services are considered to be at substantial risk of harm whether by abuse or by self harm. So the focus of much service provision is on risk reduction and response. Anecdotal evidence from practitioners indicates that many of the most troubled children and young people are unable to benefit from the evidence based mental health treatment currently available, yet they are simply offered more therapy. This can lead to overprovision of unhelpful and even harmful health inputs. 11 Emerging evidence suggests that simplifying, or even reducing, input may reduce costly inpatient admissions. 12 The THRIVE framework advocates for more transparent discussion of the difference between treatment and risk support.
Clinical evidence is not enough Preference based care
The preferences of those accessing services should be a core part of decision making and health management and support. 13 Shared decision making can be challenging due to considerations of developmental stage and mental capacity and its dissonance with traditional ways of working, 14 but it may be particularly important for vulnerable children, such as those in the care of social services and those with experiences of abuse or neglect, whose interpersonal experiences have undermined their sense of control. Putting shared decision making at the centre of care may also be a more effective use of resources. Tools to support user voice and help choice in child mental health are starting to emerge. Box 3 gives some examples that we are involved in (box 3).
Shared decision making
Supporting shared decision making is imperative when the best approach is uncertain or untested, as is the case for much of child mental health input. Traditional healthcare assumes that research based guidance (such as the National Institute for Health and Care Excellence guidelines in the UK) can and should determine the best treatments. We support this approach and the important work done by NICE and other bodies. However, we found that NICE guidance was clearly relevant for less than 38% of all children seen in specialist mental health services; the remaining 62% had difficulties that might be informed by NICE guidance, but it was not possible to find the information using an algorithm based on a sample of over 4000 children across 11 providers. 15 Research in the US indicates that just over half of all young people accessing mental health services are clearly suitable for psychological treatments supported by empirical data. 16 
Evaluating new approaches
As we move beyond traditional face-to-face interventions, we need to draw on the increasing evidence for the role of social and economic factors in mental health (including, but not limited to, poverty, housing, neighbourhood cohesion, and national income inequality) to develop community resilience. 17 Social prescribing (where patients are given non-medical "prescriptions" to services and activities in the community) and personal budgets (an amount of money to support patients' health and wellbeing needs, which is planned and agreed between the patient or representative and the NHS) are emerging ways to support a greater range of practices to promote mental health. 18 However, these practices, including those in the community and in schools, must be rigorously evaluated so that appropriate comparisons can be made with current evidence based approaches.
One practical way to do this is to embed rigorous evaluation into any new approach being developed and to carry out randomised controlled trials wherever possible. For example, the HeadStart initiative (www.biglotteryfund.org.uk/headstart) focuses on innovative system-wide models to promote resilience and prevent mental health problems in 10-16 year olds, with interventions agreed by social care teams in collaboration with schools and healthcare providers. MW and KM are part of a learning team commissioned to work alongside healthcare providers to help to develop clear, one page logic diagrams (www.ucl.ac.uk/ebpu/docs/publication_files/EBPU-logic-model) that can be rigorously evaluated. This involves working with local authority project teams, including providers from health and education, to evaluate outcomes using an agreed common measurement framework (including annual self-report data on mental health and wellbeing from schools and information about services received) and to carry out specific randomised controlled trials over five years (www.annafreud.org/trainingresearch/research/improving-and-evaluating-services/headstart/ ). This ensures that new initiatives develop the robust evidence base required to determine if they achieve the desired outcomes.
Input from non-healthcare professionals
Parents may be particularly effective agents of change, especially for younger children. For example, the Centre for Parent and Child Support runs a programme called "Empowering Parents, Empowering Communities," which comprises an innovative peer led approach to enhance the capacity of parents to meet the challenges of children with behavioural problems. Engagement has been high, with 54 out of the 59 parents from some of the most vulnerable families in London completing it; the results are in line with parenting interventions led by healthcare professionals. 19 Schools can also be a key site for mental health promotion, prevention, and intervention. 20 A trial of over 10 000 adolescents recruited from schools across Europe showed that the Youth Mental Health Awareness Programme reduced the incidence of suicide attempts, with the greatest benefits to countries with the least provision of mental health services for children. 21 Peer mentoring programmes, whereby older adolescents mentor their younger peers, are increasingly used and are associated with positive emotional, social, and academic outcomes. 22 Evidence on the efficacy of training teachers to deliver mental health interventions in schools is mixed, 23 but guidance exists for schools on how to provide therapy, including through school counsellors and the use of innovative wellbeing hubs. 24 25 Community support may be fostered by drop-in centres run by a mix of professionals and volunteers. Interest in new models of community support is growing, but these initiatives await rigorous evaluation. Drop-in sites, such as the recently established Pause centre in Birmingham, designed by and for young people, offer interesting alternatives to professional wisdom. For example, the young people asked for more open space rather than private rooms for discussions with counsellors, for there to be no reception desk, and for plenty of digital information that could be freely browsed (www. forwardthinkingbirmingham.org.uk/content/pause-hub).
Telephone and online resources are gradually emerging and are awaiting evaluation. The YoungMinds parents helpline offers free, confidential online and telephone support for adults worried about the mental health of a child or young person up to the age of 25. The evidence for digital support is mixed 26 ; rigorous evaluation of emerging digital developments is a key priority.
Measuring what matters
Measuring mental health outcomes in children and young people is complex, given the diversity of the population, perspectives, measures, and metrics and the lack of control data and quality outcome data. Table   Table 1| THRIVE framework for services
Measurement implications What THRIVE emphasises Prevailing assumptions
Measure degree of self management support available within local community and extent of knowledge of these from health providers and others Role of education, social care and community in supporting management of mental health needs Higher levels of healthcare produce higher levels of health and wellbeing for people and populations 
